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Background: Neonatal mortality due to preterm birth and low birthweight remains a significant challenge in Pakistan. Kangaroo
mother care (KMC) is a unique, low-cost intervention proven to reduce neonatal mortality and morbidity and increase exclusive
breastfeeding rates. However, KMC has not been attempted in community settings in Pakistan. We aim to implement and evaluate
the effectiveness of a community-based KMC package to reduce neonatal morbidity and mortality among preterm and low
birthweight (LBW) infants, which will provide evidence for policy development and the large-scale implementation of KMC
across the country.
Objective: The primary objective of this trial is to reduce neonatal mortality among preterm and LBW infants. The secondary
objectives are growth (measured as weight gain), reduced incidence of possible serious bacterial infection, and increased exclusive
breastfeeding and continued breastfeeding practices.
Methods: We designed a community-based cluster randomized controlled trial in one rural district of Pakistan. Stable, LBW
babies (weighing 1200 grams to 2500 grams) are included in the study. The community KMC package, consisting of the KMC
kit, information and counseling material, and community mobilization through KMC champions (village volunteers), was designed
after preliminary research in the same geographical location and implemented in intervention clusters. The standard essential
newborn care is offered in the control clusters. Infants are recruited and followed up by independent teams of data collectors.
Data are collected on the duration of skin-to-skin contact, growth, breastfeeding practices, morbidities, neonatal mortality, and
neurodevelopment status. Data analysis will be conducted based on the intention to treat principle. The Cox regression model
will be used to assess the primary outcome of neonatal mortality. The secondary outcomes will be evaluated using linear or
logistic regression.
Results: The Ethics Review Committee of Aga Khan University, Pakistan, approved the study protocol in February 2017. Data
collection began in August 2019 and will be completed in December 2021. Data analyses are yet to be completed.
Conclusions: This intervention may be effective in preventing sepsis and subsequently improve survival in LBW newborns in
Pakistan and other low-income and middle-income countries worldwide.
Trial Registration: clinicaltrials.gov NCT03545204; https://clinicaltrials.gov/ct2/show/NCT03545204
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Introduction
Neonatal mortality has emerged as a unique challenge for
Pakistan. Although Pakistan has made progress in reducing
infant and below 5 years mortality, little progress has been made
to improve neonatal mortality in the last 3 decades [1-3]. The
primary causes of neonatal mortality in Pakistan are birth
asphyxia, sepsis, and preterm births [1,2]. Most neonatal deaths,
especially those attributed to preterm births and low birthweight
(LBW), can be averted by better coverage and low-cost,
evidence-based interventions [4-7]. However, despite these
interventions' availability and proven effectiveness, they have
not been implemented on a large scale in Pakistan [8,9].
Kangaroo mother care (KMC) is a unique and low-cost
intervention that significantly impacts preterm or LBW neonatal
outcomes [10]. KMC was first initiated in 1978 by Dr. Edgar
Rey in Bogotá, Colombia, who developed a technologically
simple method defined as “early, continuous, and prolonged
mother-infant skin-to-skin contact, with (ideally) exclusive
breastfeeding.” UNICEF (The United Nations International
Children’s Emergency Fund) reported this practice worldwide
in 1983, and it was the first time the term “kangaroo’” was used
to describe this practice [11]. In 2003, the WHO (World Health
Organization) developed the first guidelines on the key aspects
of KMC (kangaroo position, kangaroo feeding and nutrition
strategy, and early discharge and strict ambulatory follow-up
of KMC) [10].
Several studies have demonstrated the benefits of KMC in
reducing neonatal morbidity and mortality and improving weight
gain and exclusive breastfeeding rates [12-21]. Similarly, Lassi
et al. [22] documented early initiation of breastfeeding, hygienic
cord care, and KMC as effective neonatal infant and child
mortality reduction interventions.
Despite high rates of home births in rural areas [23,24], KMC
has never been tried in Pakistan’s community settings. The
noncompliance to KMC practices can be best explained by
various cultural factors inherent to religious and indigenous
practices [25] in the community, including but are not limited
to the covering of the body for modesty [23,26]. In addition, a
low facility birth rate and a short post-delivery stay among rural
communities are significant obstacles to initiating and sustaining
KMC in the health facilities [27-29].
Given the high burden of neonatal deaths and the paucity of
evidence on locally acceptable KMC, it must be tested in the
community setting to generate the evidence to scale up its
implementation across the country further. We propose to test
the effectiveness of community KMC (cKMC) in our
sociocultural context. A preliminary study was conducted to
inform the design of the cKMC package and its implementation
strategies. The strategies include delivering the KMC kit to
mothers; garnering support for KMC; developing a buddy
system to support mothers; establishing KMC champions
(volunteers) within the communities; mobilizing communities
using information, education, and communication (IEC) tools,
including video messages and docudramas; and training
community health workers on KMC and essential newborn care.
Based on these interventions, we aim to implement a cKMC
package to reduce neonatal morbidity and mortality among
premature and LBW infants. The primary objective of this trial
study is to evaluate the effectiveness of cKMC in lowering
neonatal mortality among premature and LBW infants. The
secondary objectives include assessing the impact of cKMC on
growth (measured as weight gain), the incidence of possible
serious bacterial infection (PSBI) and referrals to the hospital,
exclusive breastfeeding and continued breastfeeding practices,
and neurodevelopmental assessments in a subset of recruited
LBW babies at 6 and 12 months of age.
Methods
Study Design
We are conducting a cluster randomized controlled trial in one
of the rural districts of Pakistan. The cKMC package has been
developed based on preliminary research, involving in-depth
interviews and focused group discussions with major
stakeholders. A conceptual framework was developed based on
the existing data to guide research themes (Figure 1).
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Figure 1. Conceptual framework and major themes from formative preliminary research. KMC- kangaroo mother care; LBW- low birth weight newborn.
Study Site
The study is being conducted in 2 subdistricts (Taluka-Johi and
Taluka-Khairpur Nathan Shah) of the district Dadu, which is a
rural agrarian district in Sindh province of Pakistan. The overall
population of the 2 talukas is about 2 million people residing
in 54 union councils. The union council is the smallest
administrative unit in Pakistan, with 15,000 to 25,000 people.
The study area's population is largely poor, with 68% of
households belonging to the lowest wealth quintiles. The study
area also has an LBW prevalence of 27.7%, with an exclusive
breastfeeding rate of 17.3%. Half of the women still deliver at
home, and the proportion of facility births is 48.8% [30].
The public sector primarily provides the health care in the target
area. There are 2 secondary care hospitals in the study area.
There is a basic health unit (BHU) in each union council, and
15 to 20 lady health workers (LHW) are affiliated with each
BHU, serving as frontline health care providers for a population
of 1000 people in their respective areas.
Study Population
Inclusion and Exclusion Criteria
All stable LBW newborns weighing 1200 grams to 2500 grams
are screened within a 72-hour window, followed by enrollment
after informed consent to participate in the trial is obtained.
Newborns tolerating oral feeding with no respiratory distress,
the absence of any symptoms of disease, and the absence of
congenital anomalies are included in the study.
Whereas newborns weighing less than 1200 grams and with
symptoms of disease according to predefined criteria (ie, unable
to tolerate oral feeding; severe respiratory distress, including
respiratory rates of less than 20 breaths per minute or more than
60 breaths per minute; grunting–central cyanosis; severe chest
in-drawing; convulsions; unconsciousness; severe hypothermia
of less than 32°C; apnea; and congenital malformation) are
excluded and referred to the nearest health facility for
management.
Sample Size
We considered union councils in the talukas as the clusters for
our trial. The union council comprised a population of 25,000,
with expected 29 births per 1000 people. We anticipated 200
LBW births per cluster, given the 27.7% prevalence of LBW
in the study area [30]. Literature suggests 13.3% of the LBW
infants die in the neonatal stage [31]. With an expected 30%
reduction in mortality, 12 clusters (union councils) were needed
per arm (a total of 24 clusters for the trial) to achieve 90% power
and a 5% significance level. We estimated 200 births with a
birth weight of less than 2.5 kg per cluster. A total of 4800
participants in the intervention and control groups are required
to complete the study.
Randomization
The 2 targeted talukas have a total of 54 union councils. Out of
these, 24 were randomly selected by an independent researcher
using a computer-generated program (Figure 2).
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Figure 2. Study site and selected clusters. UC: union councils.
The clusters (union councils) were randomized using a restricted
randomization scheme using the following indicators:
population, live birth, the prevalence of LBW, neonatal
mortality, skin-to-skin contact, breastfeeding practices, and
distance from the taluka hospital. We conducted a baseline
survey of the study area to collect data on these indicators.
Blinding is not possible because of the nature of the intervention;
however, to minimize measurement bias on the effect of the
intervention, the data collection team is independent of the
implementation team.
Procedures
Pregnancy Surveillance and Birth Notification
Pregnancy surveillance was instituted as a continuous activity
in the trial to identify and track new and existing pregnancies.
A team comprising of 2 female community health workers per
union councils is responsible for surveillance and birth
notifications. Identified pregnancies in the intervention clusters
are counseled on the KMC intervention and its benefits to
mother and baby. At the same time, counseling on essential
newborn care is given in the control areas.
The team also records pregnancy outcomes (ie, miscarriage,
stillbirths, and live births), and all registered live births are
followed up for mortality outcomes at 28 days of life. Other
additional sources for birth notifications are the female health
workers, village elders, and traditional birth attendants, who
support the study teams and provide regular reports on births
in their respective areas.
Screening, Recruitment, and Intervention Delivery
When a birth is reported, the recruitment and intervention teams
will visit the household within 72 hours of the delivery. The
screening and recruitment are carried out by a separate team,
comprising of a male team leader and 2 community health
workers. Once the eligibility criteria are fulfilled and consent
from the mother or caregiver is recorded, the mother-baby dyad
is recruited in the study. After recruitment, the team visits the
household on days 5, 7, 10, 14, 21, and 28 in the intervention
clusters to support KMC practice. They will demonstrate the
steps of KMC, including KMC positioning with the support of
a “chaddar” (a cloth that females use to cover their heads and
body for modesty) and IEC material. The LBW babies in the
control clusters will receive standard essential neonatal care as
per the national guidelines. The intervention team also conducts
1-on-1 and community-based mobilization for KMC advocacy.
Data Collection
Independent data collection teams comprising of 2 community
health workers in each cluster will be deployed in both
intervention and control clusters. The teams collect data on
KMC compliance, anthropometry (weight and length), signs of
PBSI, breastfeeding practices, and mortality on scheduled
follow-ups at days 7, 28, and 59. On days 120 and 365,
information on mortality, breastfeeding practices, infant and
young child feeding practices, and nutrition status (weight and
length) will be captured. In addition, a neurodevelopmental
assessment will be performed on a subset of children using the
Bayley’s scale at 12 months [32].
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The data collection teams examine the baby for any symptoms
of disease during each household visit. If symptoms of disease
are observed, a prompt referral will be made to the nearest health
facility. Participant mothers willing to comply but unable to
perform KMC for 1 week or more due to illness or other reasons
are excluded from the study. Loss to follow-up is defined as the
unavailability of a mother-baby dyad for 3 consecutive
follow-ups after recruitment.
KMC Intervention Package
A cKMC package is developed to support mothers and overcome
sociocultural barriers to practicing KMC. The package includes
the following:
KMC Kit
The kit contains 20 diapers for the child, 10 napkins for the
mother, 1 towel, a pair of socks and cap for the infant, 1 bar of
soap, and an educational brochure in the local language. These
items are packaged in a ziplock plastic bag. The recruitment
team is responsible for providing the kit to enrolled mothers.
Education Package
We have developed a contextual IEC package for parents and
families to create awareness and describe the benefits of KMC
for the survival and well-being of LBW newborns. The material
comprises flip charts, wall mounts, and a self-explanatory video
on the steps of KMC, its benefits, and the potential
implementation of a buddy system (ie, skin-to-skin contact
provided by other family members).
Community Mobilization (KMC Champions)
A community mobilization team (1 male and 1 female) conducts
one-on-one and group sessions concerning essential newborn
care and KMC practices with newly pregnant women, mothers,
and mothers-in-law. The sessions are conducted at regular
intervals. The male mobilizer is responsible for the one-on-one
and group sessions advocating KMC with fathers and other
male members of the community.
The community mobilization team also encourages the
recruitment of volunteers to function as KMC champions. The
local community members serving as KMC champions serve
as catalysts for mobilization. The mobilization staff also
identifies and recruits cochampions (other community
volunteers) to be mentored by KMC champions. This group of
local community members serve to disseminate KMC practices
and facilitate uptake in the community.
A simple color-coded KMC calendar depicting 24 hours was
designed in the local language for families of enrolled newborns
to record the number of hours that the mother or buddy practices
KMC. The mother and family members are instructed on how
to use the calendar and asked to mark the number of hours KMC
is practiced each day on the calendar. These data are collected
at the end of each week.
Outcome Ascertainment
The data are collected in a structured electronic format to
ascertain outcomes. The anthropometric measurements are done
per standard anthropometry guidelines [33] by the pair of
measurers (weight and length). Infant weight is measured on
pan scales (model 354; Seca) and length is measured by the
infantometer (model 417; Seca). The details of the outcome
measures are described in Textbox 1.
Textbox 1. Outcome measures and definitions. LBW: low birthweight; PSBI: possible serious bacterial infection; EBF: exclusive breastfeeding defined
as the percentage of infants aged 0 to 6 months who are exclusively breastfed; KMC: kangaroo mother care.
• Reduction in neonatal mortality: the reduction of mortality in LBW newborns during the first 28 days of life.
• Improvement in growth (nutrition status): the increase in newborn weight gain from birth and at days 14, 28, 59, 120, 180, and 365; and the
increase in the length of the newborn from birth and at days 180 and 365.
• Reduction in PSBI incidence: the reduction in PSBI incidence during the neonatal period (days 14 and 28) and 59 days of life.
• Improved EBF: increase in the EBF rate up to 50% at 6 months of age.
• Improved neurodevelopment: KMC improves neurodevelopment outcomes while impairments in physical growth and brain and central nervous
system development can result in cognitive, language, motor, neurosensory impairments, and behavioral disorders. Hence assessment will be
done at 12 months of age.
Training of Study Teams
The study investigators provided extensive training to the field
teams regarding their assigned tasks. All staff received training
on good clinical practice, and the pregnancy surveillance and
birth notification teams received training on survey procedures
and appropriate documentation. The implementation team
received comprehensive training on the KMC package,
implementation, and counseling; they were also trained on
screening and recruitment procedures and referral protocols.
The data collection team was trained on interviewing techniques
and data documentation using a handheld device. The training
also included newborn examinations, recognizing symptoms of
disease, prompt referrals, ascertaining KMC compliance,
breastfeeding practices, and anthropometric measurements using
the standard methodology and standardization processes [33].
The team was also trained to calibrate anthropometric
instruments regularly using the standard measurement rods and
weights.
The LHWs are the frontline health workers in the public sector
employed by the Ministry of Health. The LHWs in the
intervention clusters received orientation on the KMC
intervention and standard essential newborn care. In contrast,
LHWs in the control clusters were trained on standard essential
newborn care only.
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A data collection application was developed to collect the data
on recruitment and outcome measures during follow-ups. These
applications have a built-in range and consistency checks. If
there are specific queries, the data is returned to the respective
teams, and the query is resolved within 48 hours of data
collection. The data are transferred to the Aga Khan University
(AKU) secure data servers at the data management unit daily.
A trial flow was developed, detailing the number of participants
through assessments of eligibility, randomization, follow-up,
and analysis. Reasons for exclusions and withdrawals are
appropriately explained and documented.
Data Analysis
For data analysis, we will use the intention to treat approach
using STATA software (version 17; StataCorp). Data will first
be analyzed using person-time as the denominator for the
primary outcome (neonatal mortality between enrollment and
28 days of age). Hazard ratios and 95% CIs will then be
calculated using a Cox regression model to evaluate the effect
of the intervention (cKMC) on infant deaths. We will also
estimate the impact of cKMC using the number of enrolled
infants as the denominator to deduce risk ratios using
generalized linear models of the binomial family with a log link
function. The summary data for background characteristics in
the intervention and control groups will be presented as means
and proportions.
The effect of KMC on secondary outcomes (ie, exclusive
breastfeeding, weight and length gain, the incidence of illnesses
and hospitalizations, and care-seeking behavior) will be assessed
using linear or logistic regression after adjusting for clustering
in the case of twins or another enrolled baby subsequently born
to the same mother, as well as other potential confounders.
Monitoring and Evaluation
The study investigators and technical staff from the AKU will
interact with the study team through regular field site visits to
review the study process and progress. The study managers will
share weekly reports. All key areas will be monitored, including
the enrollment rate, timing of the intervention delivery initiation,
consent procedures, referrals and follow-up visits, and timely
transmission of data to AKU.
Results
The Ethics Review Committee of Aga Khan University,
Pakistan, approved the study protocol on February 15, 2017
(ID. 4467-Ped-ERC-16). In addition, ethical clearance was
sought from the National Bioethics Committee, Pakistan. The
trial is registered with clinicaltrials.gov: NCT03545204. Data
collection began in August 2019 and will be completed in
December 2021. Data analyses are yet to be completed. The
datasets used for the article and the study is available from the
corresponding author on request.
Discussion
Despite the robust evidence supporting the use of KMC for
preterm and LBW survival, scaling-up of KMC has proven an
elusive goal for Pakistan and other low-income and
middle-income countries for the last 40 years [34]. However,
with increased awareness concerning the magnitude of newborn
mortality among preterm and LBW infants, our trial anticipates
providing evidence on the impact of initiating cKMC in the
remote areas of Pakistan, where incubator care is inaccessible.
Moreover, the benefits of performing KMC in the community
setting will also be emphasized, facilitating the much-needed
uptake of this intervention within rural communities.
Most of the evidence that favors KMC is derived from
hospital-based settings; however, a recent study concluded that
cKMC substantially improves neonatal and infant survival in
low-income countries. KMC in community settings for infants
with LBW could substantially reduce neonatal and infant
mortality [18]. Furthermore, research carried out in Haryana,
India, proposed cKMC was feasible and acceptable, with high
adoption rates observed in mothers of LBW babies [35].
Similarly, a study conducted in Pakistan demonstrated that a
package of interventions that included essential newborn care,
chlorhexidine, and KMC reduced the risk of neonatal infection
and omphalitis and positively impacted weight gain [19].
Although there is some evidence in favor of cKMC in
low-income countries, it is imperative to conduct robust research
on the impact of cKMC in Pakistan for its large-scale
implementation.
There is a need to adopt community-based KMC in Pakistan’s
rural areas, where most deliveries occur at home [3]. Our
preliminary research showed a high acceptance rate of KMC in
a community setting, with a willingness to perform KMC for
at least 8 hours at home with family support. However,
community mobilization was critical to resolve barriers and to
achieve acceptance rates within the community. We are also
focusing on pregnancy surveillance through which pregnant
women are identified via door-to-door surveillance, and
newborns are identified by an early birth notification system
and follow-up at home. In addition, well-trained community
health workers such as KMC champions carry out regular
sessions in the community to develop mother and father
champions and sensitize the community. Besides KMC
champions, we intend to see the effectiveness of community
KMC on neonatal mortality in LBW babies by engaging the
LHW program through this study. The LHW program in rural
Pakistan is the backbone of primary health care, including
maternal and child health, and covers approximately 60% of
the rural population [36].
Although there is considerable evidence on the effectiveness of
KMC, previous trials were conducted in a controlled
environment, where the results cannot be generalized to
programs operating under field conditions. The objective of our
trial is to scale up KMC practice in the remote areas of Pakistan
and test this model, which can then be delivered by the health
care providers employed in the public sector such as LHWs,
lady health supervisors, community midwives, and lady health
visitors. The findings of this study will provide enough evidence
to develop policies and programs aimed at preventing neonatal
mortality and improving maternal and child health and growth
outcomes in poor resource settings.
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cKMC intervention may be effective in preventing sepsis and
subsequently improve survival in LBW newborns in Pakistan
and other low-income and middle-income countries worldwide.
Acknowledgments
We would like to acknowledge the mothers and families who have contributed to the study. We are grateful to the study teams
for their support and facilitation of the trial. The study is funded by the Bill and Melinda Gates Foundation (grant OPP1148892).
Authors' Contributions
SA, AH, SS, and ZAB conceptualized the study. TA, TS, and IM developed the field instruments and data collection process.
SA and AH jointly drafted the first version of the manuscript. AH, AR, MU, IA, ZM, SS, and ZAB reviewed and edited subsequent




1. Rizvi A, Bhatti Z, Das JK, Bhutta ZA. Pakistan and the millennium development goals for maternal and child health:
Progress and the way forward. Paediatrics and International Child Health 2016 Jan 07;35(4):287-297. [doi:
10.1080/20469047.2015.1109257]
2. Bhutta ZA, Hafeez A, Rizvi A, Ali N, Khan A, Ahmad F, et al. Reproductive, maternal, newborn, and child health in
Pakistan: Challenges and opportunities. The Lancet 2013 Jun;381(9884):2207-2218. [doi: 10.1016/s0140-6736(12)61999-0]
3. Pakistan D. Islamabad P, Rockville, Maryland, USA: NIPS and ICF. National Institute of Population Studies (NIPS) Pakistan
and ICF. URL: http://www.aidsdatahub.org/
pakistan-demographic-and-health-survey-2017-18-national-institute-population-studies-nipspakistan [accessed 2020-06-25]
4. Lassi ZS, Bhutta ZA. Community-based intervention packages for reducing maternal and neonatal morbidity and mortality
and improving neonatal outcomes. Cochrane Database Syst Rev 2015 Mar 23(3):CD007754. [doi:
10.1002/14651858.CD007754.pub3] [Medline: 25803792]
5. Kikuchi K, Okawa S, Zamawe COF, Shibanuma A, Nanishi K, Iwamoto A, et al. Effectiveness of continuum of care-linking
pre-pregnancy care and pregnancy care to improve neonatal and perinatal mortality: A systematic review and meta-analysis.
PLoS One 2016 Oct 27;11(10):e0164965 [FREE Full text] [doi: 10.1371/journal.pone.0164965] [Medline: 27788176]
6. Das JK, Rizvi A, Bhatti Z, Paul V, Bahl R, Shahidullah M, et al. State of neonatal health care in eight countries of the
SAARC region, South Asia: How can we make a difference? Paediatrics and International Child Health 2015 Jul
27;35(3):174-186. [doi: 10.1179/2046905515y.0000000046]
7. Bhutta ZA, Das JK, Bahl R, Lawn JE, Salam RA, Paul VK, et al. Can available interventions end preventable deaths in
mothers, newborn babies, and stillbirths, and at what cost? The Lancet 2014 Jul;384(9940):347-370. [doi:
10.1016/s0140-6736(14)60792-3]
8. National Institute of Population Studies P. Pakistan Demographic and Health Survey-2012-13. National Institute of Population
Studies (NIPS) Pakistan and ICF International. 2012. URL: https://dhsprogram.com/pubs/pdf/fr290/fr290.pdf [accessed
2020-06-15]
9. Khan A, Kinney M, Hazir T, Hafeez A, Wall SN, Ali N, Pakistan Newborn ChangeFuture Analysis Group. Newborn
survival in Pakistan: A decade of change and future implications. Health Policy Plan 2012 Jul;27 Suppl 3:iii72-iii87. [doi:
10.1093/heapol/czs047] [Medline: 22692418]
10. WHO. Kangaroo Mother Care: A Practical Guide. World Health Organization. URL: https://www.who.int/publications/i/
item/9241590351 [accessed 2020-10-02]
11. Chan G, Valsangkar B, Kajeepeta S, Boundy E, Wall S. What is kangaroo mother care? Systematic review of the literature.
J Glob Health 2016 Jun;6(1):010701 [FREE Full text] [doi: 10.7189/jogh.06.010701] [Medline: 27231546]
12. Charpak N, Ruiz-Peláez JG, Figueroa de C, Charpak Y. Kangaroo mother versus traditional care for newborn infants less
than or 2000 grams: a randomized, controlled trial. Pediatrics 1997 Oct;100(4):682-688. [doi: 10.1542/peds.100.4.682]
[Medline: 9310525]
13. Walters M, Boggs K, Ludington-Hoe S, Price KM, Morrison B. Kangaroo care at birth for full term infants: A pilot study.
MCN Am J Matern Child Nurs 2007;32(6):375-381. [doi: 10.1097/01.NMC.0000298134.39785.6c] [Medline: 17968221]
14. Ferber SG, Makhoul IR. The effect of skin-to-skin contact (kangaroo care) shortly after birth on the neurobehavioral
responses of the term newborn: a randomized, controlled trial. Pediatrics 2004 Apr 01;113(4):858-865. [doi:
10.1542/peds.113.4.858] [Medline: 15060238]
15. Uwaezuoke S. Kangaroo mother care in resource-limited settings: Implementation, health benefits, and cost-effectiveness.
RRN 2017 Jun;Volume 7:11-18. [doi: 10.2147/rrn.s138773]
16. Suman R, Udani R, Nanavati R. Kangaroo mother care for low birth weight infants: A randomized controlled trial. Indian
Pediatr 2008 Jan;45(1):17-23 [FREE Full text] [Medline: 18250500]
JMIR Res Protoc 2021 | vol. 10 | iss. 8 | e28156 | p. 7https://www.researchprotocols.org/2021/8/e28156
(page number not for citation purposes)
Ariff et alJMIR RESEARCH PROTOCOLS
XSL•FO
RenderX
17. Worku B, Kassie A. Kangaroo mother care: A randomized controlled trial on effectiveness of early kangaroo mother care
for the low birthweight infants in Addis Ababa, Ethiopia. J Trop Pediatr 2005 Apr;51(2):93-97. [doi: 10.1093/tropej/fmh085]
[Medline: 15840760]
18. Mazumder S, Taneja S, Dube B, Bhatia K, Ghosh R, Shekhar M, et al. Effect of community-initiated kangaroo mother care
on survival of infants with low birthweight: A randomised controlled trial. The Lancet 2019 Nov;394(10210):1724-1736.
[doi: 10.1016/s0140-6736(19)32223-8]
19. Muhammad Atif Habib, Kirsten I Black, Shabina Ariff, Amjad Hussain, Sajid Bashir Soofi, Zulfiqar A Bhutta, Camille
Raynes-Greenow. Effect of kangaroo mother care on neonatal health outcomes in rural Pakistan: A Randomized Controlled
Trial. Asia Pac J Paediatr Child Healt 2019 Jun;2:1-24.
20. Lawn JE, Mwansa-Kambafwile J, Horta BL, Barros FC, Cousens S. 'Kangaroo mother care' to prevent neonatal deaths due
to preterm birth complications. Int J Epidemiol 2010 Apr 26;39 Suppl 1(Supplement 1):i144-i154 [FREE Full text] [doi:
10.1093/ije/dyq031] [Medline: 20348117]
21. Conde-Agudelo A, Belizán JM, Diaz-Rossello J. Kangaroo mother care to reduce morbidity and mortality in low birthweight
infants. Cochrane Database Syst Rev 2011 Mar 16(3):CD002771. [doi: 10.1002/14651858.CD002771.pub2] [Medline:
21412879]
22. Lassi ZS, Middleton PF, Crowther C, Bhutta ZA. Interventions to improve neonatal health and later survival: An overview
of systematic reviews. EBioMedicine 2015 Aug;2(8):985-1000 [FREE Full text] [doi: 10.1016/j.ebiom.2015.05.023]
[Medline: 26425706]
23. Vesel L, Bergh A, Kerber KJ, Valsangkar B, Mazia G, Moxon SG, et al. Kangaroo mother care: A multi-country analysis
of health system bottlenecks and potential solutions. BMC Pregnancy Childbirth 2015 Sep 11;15(S2). [doi:
10.1186/1471-2393-15-s2-s5]
24. Sohail R, Rasul N, Naeem A, Khan HI. Kangaroo mother care: Need of the day. BMJ Case Rep 2019 Dec 09;12(12):e228402.
[doi: 10.1136/bcr-2018-228402] [Medline: 31822528]
25. Kinshella MW, Hiwa T, Pickerill K, Vidler M, Dube Q, Goldfarb D, et al. Barriers and facilitators of facility-based kangaroo
mother care in sub-Saharan Africa: A systematic review. BMC Pregnancy Childbirth 2021 Mar 04;21(1):176 [FREE Full
text] [doi: 10.1186/s12884-021-03646-3] [Medline: 33663415]
26. Premji S, Khowaja S, Meherali S, Forgeron R. Sociocultural influences on newborn health in the first 6 weeks of life:
Qualitative study in a fishing village in Karachi, Pakistan. BMC Pregnancy Childbirth 2014 Jul 16;14(1):232 [FREE Full
text] [doi: 10.1186/1471-2393-14-232] [Medline: 25030836]
27. DrugTherapeutics Bulletin. An introduction to patient decision aids. BMJ 2013 Jul 23;347:f4147. [doi: 10.1136/bmj.f4147]
[Medline: 23881944]
28. Seidman G, Unnikrishnan S, Kenny E, Myslinski S, Cairns-Smith S, Mulligan B, et al. Barriers and enablers of kangaroo
mother care practice: A systematic review. PLoS One 2015 May 20;10(5):e0125643 [FREE Full text] [doi:
10.1371/journal.pone.0125643] [Medline: 25993306]
29. Tahir H, Fatmi Z. Kangaroo mother care: Opportunities and implications for rural Pakistan. J Pak Med Assoc 2019:1. [doi:
10.5455/jpma.263772]
30. Sindh Multiple Indicator Cluster Survey 2014. 2014 Sep. URL: http://sindhbos.gov.pk/wp-content/uploads/2014/09/
01-Sindh-MICS-2014-Final-Report.pdf [accessed 2020-06-18]
31. Yasmin S, Osrin D, Paul E, Costello A. Neonatal mortality of low-birth-weight infants in Bangladesh. Bull World Health
Organ 2001;79(7):608-614 [FREE Full text] [Medline: 11477963]
32. Bayley Scales of Infant Development ScienceDirect. URL: https://www.sciencedirect.com/topics/medicine-and-dentistry/
bayley-scales-of-infant-development [accessed 2020-06-18]
33. The IFGC. INTERGROWTH-21st International Fetal and Newborn Growth Standards for the 21st Century. Anthropometry
Handbook. URL: http://www.medscinet.net/Intergrowth/patientinfodocs/Anthropometry%20Handbook%20April%202012.
pdf [accessed 2020-06-20]
34. Medhanyie A, Alemu H, Asefa A, Beyene SA, Gebregizabher FA, Aziz K, KMC Scale-Up Study Group. Kangaroo Mother
Care implementation research to develop models for accelerating scale-up in India and Ethiopia: study protocol for an
adequacy evaluation. BMJ Open 2019 Nov 21;9(11):e025879 [FREE Full text] [doi: 10.1136/bmjopen-2018-025879]
[Medline: 31753865]
35. Mazumder S, Taneja S, Dalpath SK, Gupta R, Dube B, Sinha B, et al. Impact of community-initiated Kangaroo Mother
Care on survival of low birth weight infants: study protocol for a randomized controlled trial. Trials 2017 Jun 07;18(1):262.
[doi: 10.1186/s13063-017-1991-7] [Medline: 28592313]
36. Ministry Health Regulation Coordination. Evaluation Report Lady Health Worker Program, Pakistan. Islamabad: Oxford
Policy Management Limited and Ministry of National Health Services, Regulation, and Coordination; 2019. URL: https:/
/tinyurl.com/pztzbp4w [accessed 2020-06-21]
Abbreviations
AKU: Aga Khan University
JMIR Res Protoc 2021 | vol. 10 | iss. 8 | e28156 | p. 8https://www.researchprotocols.org/2021/8/e28156
(page number not for citation purposes)
Ariff et alJMIR RESEARCH PROTOCOLS
XSL•FO
RenderX
BHU: basic health unit
cKMC: community kangaroo mother care
IEC: information, education, and communication
KMC: kangaroo mother care
LBW: low birthweight
PSBI: possible serious bacterial infection
LHW: lady health worker
Edited by G Eysenbach; submitted 25.02.21; peer-reviewed by I Hussain, A Naser; comments to author 19.03.21; revised version
received 03.04.21; accepted 17.05.21; published 10.08.21
Please cite as:
Ariff S, Habib A, Memon Z, Arshad T, Samejo T, Maznani I, Umer M, Hussain A, Rizvi A, Ahmed I, Soofi SB, Bhutta ZA
Effect of Community-Based Kangaroo Mother Care Package on Neonatal Mortality Among Preterm and Low Birthweight Infants in
Rural Pakistan: Protocol for a Cluster Randomized Controlled Trial




©Shabina Ariff, Atif Habib, Zahid Memon, Tayyaba Arshad, Tariq Samejo, Ikram Maznani, Muhammad Umer, Amjad Hussain,
Arjumand Rizvi, Imran Ahmed, Sajid Bashir Soofi, Zulfiqar A Bhutta. Originally published in JMIR Research Protocols
(https://www.researchprotocols.org), 10.08.2021. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Research Protocols, is properly cited. The
complete bibliographic information, a link to the original publication on https://www.researchprotocols.org, as well as this
copyright and license information must be included.
JMIR Res Protoc 2021 | vol. 10 | iss. 8 | e28156 | p. 9https://www.researchprotocols.org/2021/8/e28156
(page number not for citation purposes)
Ariff et alJMIR RESEARCH PROTOCOLS
XSL•FO
RenderX
